Thank you for your favorable reception of our study: ''Physical capacity of girls with mild and moderate idiopathic scoliosis: influence of the size, length and number of curvatures''. At the same time, we would like to refer to the comments contained in your letter.
With no doubt, idiopathic scoliosis is a three-dimensional deformity of the growing spine. Even if not perfect, the Cobb angle and the Bunnell clinical trunk rotation angle are the two most widely used parameters to assess deformity. In contrast, the parameters mentioned by the letter's authors do not seem to have any potential to additionally ''validate and strengthen the subject recruitment'': (1) clinical examination consisting of ''leg length, pelvic and extremity symmetry'' involves extra-spinal status; Adams forward bending test was used in our study to perform scoliometer measurements; ''previous spinal surgery'' obviously did not take place in our patients; (2) to our knowledge, the real time ultrasound or Auscan has not proved its value, the evoked reference of Lam et al. [3] being a review paper does not support this point of view.
While investigating the possible relationship between the physical capacity and the number of vertebrae involved in scoliosis, we have not found published studies to refer to. Why was it our intention to check the difference in the parameters defining the physical capacity (VO 2 max and PWC170 indicator) depending on the number of vertebrae, which make up the scoliotic curvature? Numerous authors emphasize the impaired mobility of the ribs and, in consequence, the chest in children with scoliosis [2, 9] . A negative influence of thoracic lordosis on the function of the respiratory system is mentioned [4, 10] . Furthermore, the necessity of spinal mobility assessment is emphasized, due to, among other things, its relationship to a reduced physical fitness [4, 8] . In view of the above factors, the number of vertebrae affected by scoliosis could be potentially connected with the physical capacity in a way, which has not been defined so far.
The PWC170 test was performed in accordance with the methodology described in the literature [1, 5] . The girls from both groups undertook two 5-min submaximal physical effort tests without a break, which would separate them. The test procedure did not involve a warm-up. The rate of pedals rotation (50/min) was maintained by observing the monitor displaying the current rate. Additionally, a metronome set at 100 beats per minute was used. The height of the seat and the handlebars was individually adjusted to each subject so as to obtain a stable sitting position (with no pelvic movement while pedalling), with the back straight and the knees bent slightly, when the pedals were in the low position. The metatarsal region of the feet rested on the pedals. Only after obtaining the required frequency of rotations was the appropriate load selected. Before the test was started, it was thoroughly explained to the girls. They could also become familiar with the equipment. All tests were performed after a rest in the sitting position (30 min). In accordance with the guidelines, in the 24-h period before the test, the girls did not undertake any physical activity with a load corresponding to the one in the test.
If physical capacity is compared in two or more groups, the level of physical activity of persons included in those groups should be the same or as similar as possible. Both the girls with scoliosis and the girls from the control group participated in physical activity at school (3 times per week) and did not take part in any other form of physical activity. Children with scoliosis who underwent any form of individual therapy, in particular using methods aimed at improving function of the cardiopulmonary system and the chest mobility (Schroth, DoboMed), were excluded from the study. According to Koumbourlis, exercise intolerance in children with mild scoliosis may result from physical deconditioning [7] . Our study revealed that there was no difference in the VO 2 max level and the value of PWC170 indicator between the girls with mild scoliosis and the girls from the control group, which may suggest that the pathological changes in the cardiopulmonary system are too small to induce negative effects in the case of mild deformations. This may confirm Koumbourlis's suggestion. Kesten et al. [6] suggest that lack of physical exercises causes reduction of VO 2 max, though their observations are related to adults with moderate scoliosis. Without entering speculation area, we can only reveal our observations showing that a moderate deformation (and not the mild one) resulted in a significant reduction of the VO 2 max (l/min) and PWC170 indicator (W; W/kg). In view of the homogeneity of the girls participating in the study in respect of their level of physical activity, it can be concluded that changes in the physical capacity occur in girls with moderate scoliosis (Cobb [ 25).
